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Abstract
Objectives: To explore if the Barcelona Integral Care Program for Doctors with mental disorders (PAIMM, in Catalan) has
achieved its goal of enhancing earlier and voluntary help-seeking amongst sick doctors. Material and Methods: We conducted
a retrospective chart review of 1363 medical records of physicians admitted to the inpatient and outpatient units of the PAIMM
from February 1st, 1998 until December 31st, 2011. The sample was divided into 3 time periods: 1998–2004, 2005–2007
and 2008–2011 (477, 497, and 389 cases, respectively). Results: The mean age at admission decreased (F = 77.57, p < 0.001)
from the first period (x = 54.18; SD = 10.28 years) to the last period (x = 44.81; SD = 10.65 years), while voluntary referrals
increased from 81.3% to 91.5% (Chi2 = 17.85, p < 0.001). Mental disorders other than substance use disorders grew from 71%
during the 1998–2003 period, to 87.4% (2004–2007), and 83.9% in the last period (Chi2 = 29.01, p < 0.001). Adjustment
disorders increased their prevalence, while inpatient treatment progressively represented less of the overall clinical activity.
Conclusions: Sick doctors may feel encouraged to seek help in non-punitive programs specially designed for them and where
treatment becomes mandatory only when there is risk or evidence of malpractice.
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INTRODUCTION
Physicians are reluctant to ask for help when they suffer
substance use disorders (SUDs) and/or other mental illnesses [1–4]. This may be due to [5]:
–– the doctors’ culture of unrealistic expectations where
they see themselves as super-people and showing vulnerability is identified with the risk of losing respect
from peers and seniors;
–– their tendency to deny the need for self-care, personal
vulnerability and/or early signs of illness;

–– doctors’ and colleagues’ difficulties in identifying emotional or mental distress and in speaking about their
concerns to other people.
Some other factors may increase their inability to develop
healthy coping strategies [6,7]: high self-criticism, low selfesteem, poor bonding to relatives, competitive, humiliating and status-conscious work environment, together with
burn-out symptoms related to high job demands.
Easy access to self-prescription may lead to tolerance and
dependence on some licit drugs, while alcohol use may
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become a “socially accepted” strategy to deal with stressful situations [8]. Once the addiction has been established,
it gets even more difficult for the sick doctor to ask for
help. In fact, it is estimated that 10–14% of physicians may
develop a SUD at some point in their careers [9]. Other
non-addictive disorders such as depression and anxiety
disorders are highly prevalent among sick doctors [10].
Delay in help-seeking not only causes greater morbi
dity-mortality but may also lead to malpractice behavi
ors [11–15]. Physician’s impairment refers to those situations where physicians are rendered unable to carry
forward their professional responsibilities adequately due
to a variety of health issues, including a medical disease,
psychiatric problems, or substance abuse [15]. The impairment may be episodic or steady, leading to psychosocial
deterioration and finally, becoming dangerous both to the
physician wellbeing and to their patients’ safety.
The first specific programs for physicians suffering from
mental disorders (Physicians’ Health Programs for “sick
doctors”) were developed in the USA in the late 1970s, in
order to identify and treat unwell doctors involved in misconduct allegations (i.e. impaired physicians) as a consequence of their mental disorders, mainly, substance use
disorders (SUDs) [1,16–21]. Similar programs were developed later on in Canada [22–24], Australia [25–30],
and the UK [31–33] trying to improve strategies to reach
sick doctors and prevent those conditions by promoting
healthy lifestyles among physicians and offering counseling if needed. Some programs are mainly devoted to
providing mandatory treatment when malpractice issues
are involved. This fact may prevent physicians from asking voluntarily for help when suffering from a mental
disorder, as they may fear the legal implications of their
demand.
In order to promote voluntary help-seeking in this professional group, a new Physicians’ Health Program called the
Integral Care Program for Sick Doctors (PAIMM, in Catalan, and PAIME, in Spanish) was created in Barcelona
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in 1998 [4,34–38]. The PAIMM has been developed in
other Colegios de Médicos across Spain. In our country,
all provinces have a Colegio de Médicos which acts as
both a regulatory body and a medical association where all
practicing physicians need to be registered.
The PAIMM can be defined as a non-persecutory, nonpunitive program that promotes voluntary outpatient and
inpatient clinical treatment as well as enrollment in preventive interventions. Only when there is evidence or risk
of malpractice, the treatment becomes mandatory.
The aim of this retrospective study is to see if the Barcelona Physicians’ Health Program (PAIMM) has achieved
the goal of promoting help-seeking among sick doctors.
Our main hypothesis is that the PAIMM would have
reached this objective if, after analyzing the data of physicians treated in the program from 1998 to 2011, admission
progressively tended to take place in younger physicians
and if there was a significant increase in voluntary referrals during this time period.
We have considered some additional hypotheses related
to the main thesis of our work. It is thought that earlier
and voluntary admission should be linked to:
1. An increase in the prevalence of mental disorders other
than SUDs as these latter conditions are more related
to malpractice issues.
2. A growth in the prevalence of non-severe mental disorders (such as adjustment disorders).
3. An increase in the prevalence of patients treated at the
outpatient facilities compared with those treated at the
inpatient unit.

MATERIAL AND METHODS
Setting
The Barcelona Integral Care Program for Sick Doctors was created jointly by the Department of Health of
the Regional Government of Catalonia (Spain) and the
Catalan Medical Association in 1998, and it is currently
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Fig. 1. Ways of access to the Barcelona Integral Care Program
for Sick Doctors (PAIMM)

managed by the Colegio de Médicos of Barcelona (Barcelona Medical Council-Association).
The types of referral to the PAIMM are depicted in Figure 1. We grouped the 4 types into 2 groups: voluntary
or self-referred vs. induced-mandatory. When practice
problems are involved, patient’s mental health state and
adequate treatment compliance are strictly controlled. If
sick doctors “at risk of malpractice” do not meet all the
therapeutic requirements, they receive a disciplinary action imposed by their Colegio de Médicos.
Once sick doctors are admitted to the PAIMM and have entered the program, a nickname is given to them (their last
names are changed in order to warrant confidentiality). Their
real identity can only be disclosed without the patient’s consent if there is a threat to themselves or others. After being
evaluated by a psychiatrist, each patient receives a patienttailored treatment plan depending on the severity of their
disorder.
Their multi-disciplinary treatment is designed depending
on the characteristics and severity of each case. Patients
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motivational strategies. Patients are referred to individual
and/or group therapy according to their treatment plan.
All sick doctors are attended by a psychiatrist during their
stay in the program. A neuropsychological assessment is
performed in patients with cognitive impairments.
The PAIMM clinical services take place at the outpatient
facilities (both including a Day Hospital Unit for SUDs
and outpatient consultations, only for patients from Barcelona) or at the inpatient unit (devoted to treating patients from Barcelona and from the rest of the country).
Sick doctors are referred to outpatient or inpatient facilities depending on the severity of their condition.
Participants
A retrospective chart review of clinical and socio-demographic data collected at admission was conducted
on 1366 medical records of physicians of the Colegio de
Médicos of Barcelona admitted to the PAIMM from February 1st, 1998 until December 31st, 2011.
We only chose physicians referred from the Colegio de
Médicos of Barcelona because we could ensure all of
them underwent an identical admission process and were
offered similar preventive and treatment interventions as
well as information about mental health care.
In Spain, no ethical approval is needed to conduct a chart
review. However, the principles outlined in the Declaration of Helsinki were followed during this research.
Clinical and socio-demographic variables
The variables “age” and “type of referral” (voluntary vs.
mandatory/induced) were obtained from medical records.
The main diagnosis at admission, according to DSM-IV
criteria [39] was documented by the psychiatrist who first
evaluated the patient.

are included in 1 of the 2 general programs, one devoted
to treating SUDs and dual pathology and another one for
non-addictive mental disorders. The psychotherapeutic
approach combines cognitive-behavioral techniques and

Statistical analyses
We created a new factor to observe the evolution of the
variables age and type of referral by diving the sample into
IJOMEH 2014;27(3)
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three time periods: 1998–2004, 2005–2007 and 2008–2011.
These intervals were considered to have a balanced distribution regarding the number of cases (478, 497 and 391,
respectively).
To observe the changes in the age of sick doctors at admission in these time periods, we performed an analysis
of covariance (ANCOVA), including sex as a covariate
factor. We also checked if the evolution of age at admission amongst sick doctors at admission was related to the
evolution of physicians’ age registered at the Colegio de
Médicos of Barcelona during the same time period. The
evolution of the type of referral and the main diagnosis
were analyzed using the Chi2 test. In order to compare
the diagnoses, patients were divided into 2 groups, according to the 2 main treatment programs provided by
the PAIMM: those admitted for SUDs and those suffering
from other mental disorders.
Additionally, we chose the most prevalent diagnoses and depicted the evolution of their distribution during the 3 time
periods. Changes in the prevalence of the main diagnosis
of patients treated at the inpatient unit were also described.
All statistical hypotheses were 2-tailed and the alpha
risk was 5%. SPSS v20 (Chicago, IL) was used to process
the data.

RESULTS
A detailed description of the sample is reported in Table 1.
The mean length of the first treatment episode was 14.77
(SD = 19.16) months. The proportion of women in the
total number of admissions changed from 41.2% in the
first period to 56% in the last one. This increase was statistically significant (Chi2 = 23.78, p < 0.001). Overall,
women were younger than men (t = 10.71, p < 0.001).
The mean age for women was 46.74 years (SD = 10.06)
and for men it was 52.88 years (SD = 11.13). Given these
findings, we decided to include gender as a covariate in
order to control its potential confusion effect. Changes in
438
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Table 1. Main characteristics of the participants in the study
Variable

Participants

Age (N = 1373) (M±SD)

49.81±11.04

Gender (men) [% (n)]

50.20 (716)

Marital status (N = 1377) [% (n)]
single

25.80 (355)

married / with a partner

50.40 (694)

divorced

16.40 (225)

widower

1.70 (23)

unknown

5.60 (77)

Medical specialty (N = 1363) [% (n)]
general

25.50 (348)

family

18.40 (251)

internal/intensive

6.30 (86)

psychiatry

5.00 (68)

anesthesiology

4.10 (56)

pediatrics

5.90 (81)

digestive

2.80 (38)

other (N < 20)

31.90 (434)

Diagnosis at admission (N = 1270) [%(n)]
adjustment disorders

29.70 (377)

unipolar mood disorders

21.20 (269)

alcohol use disorders

12.70 (161)

anxiety disorders

9.10 (116)

non-alcohol substance use disorders

4.70 (60)

bipolar disorders

4.10 (52)

personality disorders

2.60 (33)

obsessive compulsive disorders

2.40 (30)

other psychiatric conditions (N < 10)

10.10 (128)

M – mean; SD – standard deviation.

the mean age at admission and in the mean age of
physicians registered at the Colegio de Médicos of
Barcelona can be seen in Figure 2. The mean age du
ring the 1998–2004 period was 54.18 (SD = 10.28)
years which decreased both during the 2005–2007 period (x = 49.33 years, SD = 10.22) and the last one
(x = 44.81 years, SD = 10.65). Time effect was significant (F = 77.57, p < 0.001). In contrast, the mean age of
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pGeneral – physicians registered at the Colegio de Médicos
of Barcelona; PaimmCat – physicians admitted to the Barcelona
Integral Care Program for Sick Doctors (PAIMM).

Fig. 2. The mean age of physicians at admission vs. the mean
age of physicians registered in the Colegio de Médicos
of Barcelona

physicians registered at the Colegio de Médicos of Barcelona during that period did not change.
Voluntary referrals increased from 81.3% in the first
period to 91.5% in the last one (the mandatory/induced
condition decreased from 18.7% to 8.5%). This association was statistically significant (Chi2 = 17.85, p < 0.001).
Upon comparing the main diagnosis at admission, after 2004 there was an increase noticed in the number
of patients admitted due to mental disorders other
than SUDs (71% during the 1998–2003 period, 87.4%
during 2004–2007 and 83.9% during 2008–2011) and
this change was statistically significant (Chi2 = 29.01,
p < 0.001). There was also a steady increase in the prevalence of non-severe disorders such as adjustment disorders (see Figure 3). Inpatient treatment, after 2004,
represented less than 20% of the clinical activity (12.8%
in the 2004–2007 period and 16.2% during 2008–2011),
while, at the beginning of the program, it stood for 30.2%
of the overall clinical activity.

AD – adjustment disorder; DEP – depression; ANX – anxiety disorders; SUD – substance use disorders.

Fig. 3. Evolution of the main diagnosis at admission

DISCUSSION
This study tried to examine if the PAIMM has been successful in promoting earlier and voluntary help-seeking
among physicians with mental disorders. Our findings
show that the average age at admission gradually decreased during this 13-year period, while the prevalence
of voluntary referrals steadily increased.
Most programs devoted to treating sick doctors in other
countries report results from longitudinal studies of patients suffering from SUDs that need to be monitored in
order to check their fitness to go back to practice. Given
the fact that the majority of patients treated in those programs come after mandatory actions, it is difficult to compare our findings with theirs. Voluntary programs for impaired physicians, such as the Norwegian experience [40],
only deal with doctors asking for counseling because of
burnout symptoms and other stress-related conditions
making cross-comparisons difficult as well.
IJOMEH 2014;27(3)
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The average age of our sample is similar to that in other
programs for sick doctors. McLellan et al. [41], in a followup study of physicians with SUDs, reported a mean age
of 44. However, all subjects in that study were mandated to
enter the program (either formally, 55%, or by colleagues,
family, employers or some combination of them, with the
implicit threat of formal action pending the results of care).
In another follow-up study of 100 cases with physicians suffering from SUDs followed by the Ontario Program [13],
the mean age at enrollment was 45 (SD = 11) and out of
those who had started the program, 31% had their license
suspended or restricted. Dupont et al. [40] described the results of the Physicians’ Health Programs developed in 48 US
States and in the District of Columbia in 2005. Only 26% of
all cases were self-referrals, 31% followed a formal stipulation from their regulatory body, while the rest were induced
by their state licensing boards, colleagues, treatment providers, etc. There was a mean of 34 (median: 21) new cases
per year in each program.
Although it could be argued that younger age at admission (as seen in our study) might not necessarily be related
to earlier help-seeking behavior (i.e. we should have the
exact information about when their symptoms started), it
can give an indirect clue as to the effectiveness of the program in reaching younger physicians.
We reported some additional findings in order to support
our thesis. There was a steady increase in voluntary referrals and in the prevalence of patients admitted for nonaddictive mental disorders. Since most malpractice issues
in doctors are related to addictions, early intervention in
non-SUDs could prove to be an effective strategy to prevent addictive behaviors, as some of them appear, in doctors, as a maladaptative strategy to deal with symptoms resulting from other mental disorders. Moreover, a decrease
in the prevalence of patients treated at the inpatient unit
was also observed, a finding that could be related to an
earlier detection of mental problems amongst doctors,
which can be managed at outpatient facilities.
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The observed increase in the prevalence of adjustment
disorders could help support the hypothesis that doctors
in Barcelona progressively feel more encouraged to ask
for help in the program when they suffer from emotional
distress due to external adversities. Although this behavior
could have different explanations, asking for help when
suffering from less severe disorders may help prevent
maladaptative strategies such as self-treatment with legal
drugs and/or alcohol abuse [8].
According to our data, the presence of women steadily
increased over time. In other programs for sick doctors,
mainly in the US, the prevalence of men is greater than
women; however, this can be related to the fact that physicians who are referred for assessment or discipline or
experience litigation are much more likely to be male
than female [41,42]. In fact, in a recent study published
by our group with physicians who followed mandatory
treatment in our program [2], the majority of cases were
men. Complex psychosocial factors may be related to this
finding, mainly gender differences in coping strategies
mechanisms.
In regard to medical specialties, General Practitioners (GPs) are overrepresented in our sample. Although
this could be related to the fact that most doctors in Spain
work as GPs, some studies have reported that GPs are, in
fact, at higher risk to develop mental disorders compared
with the rest of physicians [43–46].
The 2 main limitations of this research are related to:
1. Its design as it is a retrospective, exploratory study, conducted using medical records. However, the variables
studied (“age” and “type of referral”) may not be affected by information biases.
2. The lack of objective outcome variables (such as “return to work after sick leave” or a measure of improvement of the patient’s general functioning).
Future research directions should incorporate structured
longitudinal studies to support this revolutionary approach towards mental disorders among physicians using

DOCTORS WITH MENTAL DISORDERS    

other variables such as those related to the working status
and to the quality of life. Outcome variables related to the
patient’s improved performance at work and general areas
should also be included in order to prove the effectiveness
of the program.
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